Case of Congenital Thoracic Deformity.
By F. G. CROOKSHANK, M.D., and SIDNEY BOYD, M.S. THIs boy, aged 61 years, is the subject of congenital thoracic deformity affecting the right side. There is a large depression in the upper part of the front of the chest, and an oval gap can be made out in the bony parietes, measuring 4 in. in its long diameter, which passes obliquely downwards and forwards from the axilla, and 3 in. transversely. The defect is apparently due to absence of the anterior portions of the second, third, and fourth ribs. The fourth rib appears to join the fifth. The sternum is asymmetrical and the right upper costal cartilages, which are attached to the sternum, are bent backwards. There is a marked hernia of the right lung. The clavicle and scapula are smaller on the right side than on the left. There is scoliosis of the dorsal vertebrae, convex to the right. The pectoralis major is fairly well developed, but is not so large as on the left. The pectoralis minor and the upper part of the serratus magnus are apparently absent. There is some depression of the corresponding area of the left side of the chest, but no bony defect. The condition appears to fall within the category described by Dr. J. Thomson in " Teratologia " (January, 1895) as " Congenital Thoracic Deformity." It will be observed that, as in Dr. Thomson's cases, if the arm be flexed at the elbow and carried across the chest, the deformed area is found to be almost exactly covered by the upper arm.
So far, then, Dr. Thomson's suggestion, that this kind of deformity is due to intra-uterine malposition, is supported. The mother gives two explanations: one, that she was, when pregnant, frightened by a motor car; the other, that the child was "not born so, but that it was done in the wash."
DISCUSSION.
Dr. CROOKSHANK added that, since the skiagrams had been examined a -cervical rib had been detected on the left side. Moreover, it was obvious that the anterior portions of those ribs which were complete on the right side were more advanced in ossification than those on the left or "normal" side.
Apparently this advanced ossification indicated an attempt of Nature to support, so far as possible, the right lurng. With respect to the possible mode of production of this kind of deformity, it was interesting to refer to a case *described, together with a good general account, by Auche and Lataste'. In their example congenital facial hemiatrophy was linked, on the right side, with deformity of the chest wall, and, as the authors observe, although the second ,deformity may be explained by malposition in utero, the first can hardly be. Mr. Boyd would refer to the question of surgical intervention, which had been -considered.
Mr. SIDNEY BOYD said Dr. Crookshank urged him to do something, because he felt that if the child were to have whooping-cough, or any violent cough, it would be a serious matter for that lung. He thought it might be possible to get pieces of two or three ribs from the other side and put them in the gap. He would like to hear whether members had had experience of these cases. He was inclined to use bone-graft rather than periosteal, because he understood the former was more apt to live; and a bone-graft without periosteum was better than bone-graft with periosteum. He had not had experience in using a bone-graft in places where there was no periosteum.
Dr. F. PARKES WEBER thought that such deficiencies in the anterior wall *of the thorax were analogous to the deficiencies occasionally met with in the anterior wall of the abdomen. No one would attribute the latter to malposition in uttero. He did not, therefore, think that intra-uterine malposition was likely to be the correct explanation for the thoracic defect in the present case.
Dr. WHIPHAM agreed that the deformity could not be caused by the position of the child in utero. The case was similar to one he exhibited before the old Society some years ago,2 the difference being that in his case one of the ' Journ. de Med. de Bordeaux, 1913, xliii, p. 51. upper ribs came down and bridged over the gap which was on the left side. In that child there was also deformity of the scapula, hemiatrophy of the face. and deformity of the ear on the same side.
Dr. G. A. SUTHERLAND said that several similar cases had been shown before the Section, but this was the most extreme form of this congenital lesion he had seen. From the skiagrams it did-not appear on cursory examination that there was a definite absence of ribs; the ribs seemed to be there, but were widely separated in parts. At the anterior end there was a bending over, and the rib seemed to curve backwards very much, and it seemed to have been drawn or pushed in. He did not know how the case would appeal to the surgical mind, but he thought a physician would be inclined to leave it alone. He granted that there were dangers in the event of a violent cough, but he thought that simpler remedies than transplanting bone were available.
Dr. CROOKSHANK replied that he agreed that the theory of uterine malposition was scarcely tenable; but the fact that the arm did "fit in " gave some support to Dr. Thomson's idea. Dr. Sutherland's was the first suggestion they had heard that the apparently missing portions of the ribs might be present, but he would further study the skiagrams from that standpoint.
Mr. SIDNEY BOYD replied that he could not agree with Dr. Sutherland; he considered the ribs were absent. One could feel the fourth rib joining the fifth. There was an absence of shadow corresponding to what was seen on the opposite side; and one could feel where the third rib stopped short. He regarded it as a case of congenital absence of the bony elements of the ribs. The mother had settled the question of treatment for the time being by taking the child out of the hospital. Case of Achondroplasia. By A. S. BLUNDELL BANKART, M.C. FEMALE, aged 7 years. Parents are second cousins. Deformity of chest first noticed at the age of 5 months. Bottle-fed infant. Suffered from bronchitis in infancy. Treated for rickets when 16 months old. Treatment continued for three years without effect. Child stunted in growth. Head normal, not rickety. Teeth good, dentition not delayed. Chest narrow, sternum prominent (pigeon-breasted), very slight if any, beading of ribs, well-marked horizontal sulcus across lower part of chest. Trunk short. Well-marked kyphosis. Lordosis. Upper extremities: Great enlargement of epiphyses; skiagrams show marked irregularity
